AN
VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

April 19, 2011

Margaret Perry, Administrator

Cedar Hill Health Care Center
49 Cedar Hill Drive

Windsor, VT 05089 :

Provider ID #:475046

Dear Ms. Perry:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
March 30, 2011.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.
Sincerely,

- Pamela M. Cota, RN

Licensing Chief
PCil
Enclosure
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| Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation
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The policy dld not dlrect staff in the maximum use time
, f befoke disposal of the pr(;fllled disposable humldlﬁer ‘
bottles. The failure to date/time humidifiers was -
copﬂrmed wuth the admimstrator and the owneron .
130/11 at 3 30 PM o
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The DON or demgnee will assure this
practice is-being done, They will doa
" monthly MAR Audit 3nd it will be brought
to the Quality Assurance Committee
quarterly.
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